Vaginal Examinations During Childbirth: Consent, Coercion and COVID-19 by Nelson, Anna
Vol.:(0123456789)




Vaginal Examinations During Childbirth: Consent, Coercion 
and COVID‑19
Anna Nelson1 
Accepted: 5 February 2021 / Published online: 8 April 2021 
© The Author(s) 2021
Abstract
In this paper I assess the labour ward admission policies introduced by some 
National Health Service (NHS) trusts during the COVID-19 pandemic, arguing that 
these intersected with other policies in a manner which may have coerced birthing 
people into consenting to vaginal examinations they might have otherwise refused. 
In order to fully understand the potential severity of these policies, I situate this 
critique in the historical and contemporary context of the problematic relationship 
between consent and vaginal examinations. Identifying the legal wrongs associ-
ated with performing coerced vaginal examinations, I highlight that the law is inad-
equately equipped to provide appropriate redress. Further, I illustrate that the issue 
explored in this paper reflects broader problems which exist with regard to the focus 
of, and the (under)investment in, the maternity services.
Keywords Autonomy · Choice in childbirth · Consent · COVID-19 · Pregnancy · 
Vaginal examinations
Introduction
During the height of the COVID-19 pandemic in the UK, I wrote a blog raising con-
cerns that the policies being implemented by some National Health Service (NHS) 
trusts might have the effect of coercing birthing people into consenting to vaginal 
examinations (VEs) with which they were not comfortable (Nelson 2020). These 
policies stated that only once labour had been ‘confirmed as established’ would a 
pregnant person1 be admitted to the labour ward. Viewed discretely, they may seem 
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1 Throughout this paper I use the terminology ‘pregnant person’ and ‘birthing person’, rather than using 
the gendered terms ‘pregnant women’ and ‘birthing women’. This is in recognition of the fact that not 
all who birth identify as a woman, and not all women have the physiology to birth. I believe this use of 
inclusive language is important, as those who exist outside the gender binary are most likely to be mar-
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an innocuous response aimed at reducing risks of COVID-19 transmission in hospi-
tals. However, the coercive effect occurred because these policies sat alongside two 
others: a COVID-19-specific policy that only upon admission to the labour ward 
would a pregnant person’s birth partner be allowed to join them, and the existing 
routine use of VEs to confirm labour. The traction the blog received amongst organi-
sations, midwives and individuals who work tirelessly to ensure that the rights of 
birthing people are protected both surprised me, and indicated that this concern was 
part of a broader issue which predated COVID-19. Reflecting upon this, it is impor-
tant to situate my context-specific analysis of VEs within the wider context of insuf-
ficiently consented/unconsented VEs, and of the broader problems facing the mater-
nity service, in order to understand the true significance of the COVID-19 admission 
policies (CAPs, hereafter).
I begin by outlining how the CAPs may have had the effect of coercing consent to 
VEs, even though this was not their intended purpose, before briefly exploring the 
historical and contemporary context of the problematic relationship between consent 
and VEs. Doing so allows the assessment of the CAPs and their impact to be situ-
ated in the appropriate socio-legal context and facilitates a deeper understanding of 
their problematic nature. I then consider the harms associated with these VEs, and 
highlight the difficulties that people are likely to face when attempting to seek appro-
priate legal redress. In doing so, I expose some of the broader, institutional problems 
which underpin the ongoing issues with unconsented VEs, and explain why these 
facilitated the exacerbation of this issue by the CAPs put in place in response to the 
pandemic.
The COVID‑19 Admission Policies: Understanding the Problem
In response to COVID-19, many NHS trusts sought to limit the volume of people 
entering hospital wards, to help control the spread of the virus. As part of this, some 
implemented policies which dictated that only upon the confirmation of established 
labour would a birthing person be admitted to the labour ward. Those who presented 
at the hospital prior to this stage had two options: wait for established labour to 
begin in the antenatal ward or return home until labour progressed. Crucially how-
ever, this policy sat alongside the position adopted by these (and most other) NHS 
trusts that only once a person was admitted to the labour ward would their birth 
partner be allowed to join them. Therefore, not only was the confirmation of estab-
lished labour the ‘gatekeeper’ to the labour ward; it was also necessary for a birthing 
person in hospital to be allowed to be joined by their birth partner.
Footnote 1 (continued)
ginalised in healthcare, and thus literature aimed at protecting the rights of those accessing healthcare 
needs to explicitly include them. Where gendered language is used in this paper (for example, to reflect 
the language a specific organisation uses or to acknowledge structural/historical gendered discrimina-
tion), this will be highlighted and justified.
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Implementing policies which reduced COVID-19 transmission risk was under-
standable and necessary during the pandemic. However, such policies still ought to 
have been created and communicated in a manner which ensured that the rights of 
birthing people were protected, which unfortunately was not the case in this instance. 
Though the policies which made admission to the labour ward and the right to have 
one’s birth partner present contingent on ‘confirming established labour’ were not 
inherently problematic, they became so when viewed in combination with the fact 
that the routine, accepted protocol for confirming established labour was the use of 
a VE (Nelson 2020). This resulted in some birthing people believing that if they 
wanted admission to the labour ward, which was necessary to enable their birthing 
partner to join them in hospital, they had to consent to a VE, as this was the only 
way of confirming labour.
In reality, there are other methods which can be used to confirm labour,2 but if 
these were not communicated clearly, there is a risk that pregnant people believed 
consenting to a VE was the only way to ensure their birth partner was allowed to 
join them. Therefore, the coexistence of the CAPs and the routine protocol to con-
firm labour using a VE may have resulted in pregnant people feeling coerced into 
consenting.
Sadly, there is now evidence that these fears were well-founded, with research 
demonstrating that, of the women who gave birth in a hospital which prevented part-
ners attending until they were in established labour, 17.4% said they felt forced to 
have a vaginal examination and 82% cited that this felt like a requirement so that 
they could be reunited with their partner (Birthrights 2020). Writing in The Tele-
graph, Hill (2020) adds real voices to these statistics, voices such as Ruth’s: “I tried 
to refuse VE but the hospital threatened to send my partner home. In the end I gave 
in and let them, but it felt very violating.”
To fully understand the potentially coercive nature of these CAPs, it is vital to 
outline the importance of the birth partner, to which birthing people had no access 
until they were admitted onto the labour ward. The importance of having a trusted 
partner present throughout birth has been repeatedly reaffirmed by bodies such as 
the World Health Organization [WHO (2020)] and the Royal College of Midwives 
(RCM), who noted that this “is known to make a significant difference to the safety 
and well-being of women in childbirth. At times like this, when coronavirus is 
heightening anxiety, that reassurance is more important than ever” (RCM 2020a, 1).
Even during an unprecedented situation such as COVID-19, any measures imple-
mented by the NHS which infringe upon the rights and autonomy of birthing people 
must be proportionate and justifiable, and any application of the CAPs which effec-
tively rendered a VE necessary (or perceived them as necessary) cannot meet these 
standards. While many perceive VEs as the simplest method for confirming estab-
lished labour, there are others available. For example, “huge amounts of informa-
tion can be gathered by just listening and watching”, as the pregnant person’s behav-
iour can provide midwives with great insight about the progress of labour (AIMS 
2017). Alternatively, on some birthing people a purplish line appears during labour, 
2 I return to this point later in the article.
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developing upwards from the anus—the length of which often roughly corresponds 
to dilation (AIMS 2017).
Indeed, some midwives oppose the routine use of VEs, claiming that these are 
neither desirable nor justifiable as they are often uncomfortable for the birthing per-
son (Dixon 2005, 23), are imprecise and ineffective (Huhn and Brost 2004; Shepard 
et al. 2010, 1) and increase risk of infection (Dixon and Foureur 2010, 24; Dahlen 
et al. 2013). The ongoing commitment to their use, some suggest, is due to a “spe-
cific, entrenched labour culture” which centres on a “medicalised perspective on 
childbirth” (Reed 2015; Shabot 2020, 6). The issue of medicalisation is one which 
appears regularly in the discourse around pregnancy and childbirth, and has been 
repeatedly linked to the denial of autonomy in childbirth.3
The Troubled Relationship Between the Medical Vaginal Examination 
and Consent: The Magnifying Impact of the Pandemic
Understanding the context against which the CAPs were implemented is important, 
as it explains why fears about their coercive impacts were well-founded; there is a 
long history within the medical profession of not only tolerating, but also defending 
(Cardoza 1992), the practice of performing VEs without appropriate consent.
The development of the modern maternity system, where birth usually takes 
place in hospital with medical oversight, has resulted in ‘obstetric hegemony’ which 
expects birthing people to be compliant with whatever testing and surveillance is 
deemed necessary by medical professionals (Anderson 2004; Milne 2019, 157). 
Though this paternalistic, ‘doctor knows best’ attitude was a feature across medi-
cine, it was—and to an extent remains—particularly pervasive within the maternity 
setting, where it is reinforced by the societal expectation that pregnant people should 
do whatever it takes to maximise foetal well-being (Purvis 2017). The result is an 
assumption that all birthing people will submit to the dominant procedures and prac-
tices, with those who push back against these (for example, by refusing consent to 
a VE) being labelled “difficult” or “irresponsible” (Douglas 1991, 173; Meredith 
2005, 112). This also ties into the wider (gendered) issue that women who assert 
opinions contrary to those in positions of power are often portrayed as unreasonable 
or hysterical. As one midwife commented: “women are made to feel so terrible if 
they don’t conform…if you don’t conform you are in a way stereotyped into being 
a bad woman” (Birthrights 2013, 16). This normalised situations in which consent 
to procedures during childbirth was simply assumed, or where birthing people were 
subjected to extensive pressure and coercion from staff to provide consent.
Consequently, until fairly recently, significant numbers of birthing peo-
ple had VEs imposed upon them during labour absent valid consent. Some were 
3 There is a significant body of literature exploring the negative impact of medicalisation/medical 
hegemony over labour on the autonomy of the birthing person. See, for example, Johanson et al. (2002); 
Burrow (2012); Wolf and Charles (2018); Romanis et  al. (2020). I also explore these themes in co-
authored work that is under review elsewhere.
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simply never asked for consent to the VE, an issue borne out of pervasive systematic 
assumptions that all birthing people ought to adhere to standard medical procedures. 
Similarly, some only consented as a result of experiencing considerable pressure 
from staff attending their birth (Hill 2019). Again, we see the impact of a societal 
narrative which assumes that the ‘good mother’4 must subvert their own will or con-
cerns in order to do what (medical professionals deem) is best for the baby.5 Most 
worryingly, in a number of instances, explicit refusal of consent was ignored (Hill 
2015). For example, one woman reported, “I knew I could refuse. I put it in my birth 
plan. But that was never read…they just did them without my consent. Consent in 
childbirth is a joke” (Hill 2015, np).
This highlights egregious failures to understand the implications of performing 
such an intimate and invasive procedure absent valid consent, and of making people 
feel like they are not in control of their birth and their bodies. However, there has 
been a concerted effort over the past decade or so to ensure that dignity and respect 
are afforded during childbirth—which has resulted in a dramatic reduction in VEs 
being performed without adequate consent (Birthrights 2013).
Despite these significant improvements, issues of obstetric compulsion and insuf-
ficient consent in relation to VEs still persisted pre-pandemic. Requests for consent 
are not always communicated sufficiently clearly; when language is too vague and 
euphemistic, birthing people may not actually understand what they are consenting 
to, with the result that they feel like they have been subjected to an unconsented VE 
(Birthrights 2013, 16). There are also concerns that people are still expected to con-
sent to certain procedures during birth and face coercion from staff if they attempt 
to refuse (Hill 2019). Further, as will be demonstrated in the next section, healthcare 
professionals are fairly immune from any legal liability where unconsented/inade-
quately consented examinations do occur (Pickles and Herring 2020).
Unconsented VEs also occur in other areas of medical practice. For a long time 
it was commonplace for medical students to ‘practise’ VEs on patients anaesthe-
tised for routine gynaecological operations, who had never been asked for their con-
sent (Stepney 1994). Though there is now a greater understanding of the problem-
atic nature of such conduct, research indicates that some medical students continue 
to perform intimate examinations on anaesthetised patients without any consent 
(Friesen 2018), and that “on many occasions, more than one student [had] examined 
the same patient” (Coldicott et  al. 2003, 97). This illustrates a continuing failure 
within parts of the medical profession to understand the significance and conse-
quences of performing VEs absent consent.
That it is known that unconsented VEs continue to be performed and yet those 
involved routinely avoid any form of liability exposes wider, institutional problems 
in relation to both accountability,6 and the way that women—particularly birthing 
4 I use gendered language here as this situation has specific links to gendered oppression, connected to 
societal ideals and expectations about the behaviour of women and of mothers.
5 For example, Schiller talks about the coercive force of the phrase “a healthy baby is all that matters”; 
see, Murphy (2016).
6 For more on this issue see Pickles (2020).
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women—are viewed and devalued within the medical system.7 It clearly demon-
strates that the frameworks which allowed unconsented VEs to occur so regularly 
have yet to be fully dismantled (Pickles 2020, 141), and in doing so it underscores 
the credibility of the threat posed by the CAPs to the autonomy of birthing people.
When we view the CAPs in light of both the fact that unconsented VEs were 
fairly routine until quite recently and the fact that the frameworks which enable 
these to occur have yet to be fully dismantled, we can understand why they invoked 
such concern. Past experience provided people with good reason to believe that 
the potentially coercive nature of these CAPs would be borne out in reality. It also 
means that many people may have a deep personal understanding of the harm which 
can be associated with VEs that occur absent valid consent.
Further, by exacerbating and formalising the existent problem of coercive pres-
sure to consent to VEs in labour, the CAPs shone a spotlight on the issue, provid-
ing those who had ongoing concerns about obstetric compulsion with a clear path 
to bring these concerns to a receptive audience. I suspect that the traction my blog 
received reflects this: by couching the issue of unconsented VEs in the COVID-
19 context, I made a pre-existing issue ‘current’ and thus provided a highly visible 
vehicle for people to express their long-held concerns.
COVID-19 has not created the structures in which coerced VEs are able to occur; 
rather, it has exacerbated a problem that already existed. By understanding the con-
text against which the CAPs were introduced, we can more fully comprehend the 
gravitas of the concern that these would result in an actual increase in VEs being 
performed absent valid consent.
Facilitating harm, impeding redress
Harm
Ensuring people feel in control of their birth is vitally important, as “denying [birth-
ing people] choices about childbirth forces them to relinquish their identity by sur-
rendering to certain life-altering experiences over others” (Romanis 2019, 255). 
When a person has to endure a VE to which they did not validly consent, they are 
not only denied control over their own birth, but they are also subject to an attack 
on their dignity. Resultantly, policies which fail to centre and protect the well-being 
of the birthing person can have long-term, negative implications for them. Indeed, 
“feelings of loss of control” and a “lack of dignity” (The Birth Trauma Association 
2018, np) in birth, feelings which will both be evoked by the performance of an 
unconsented/coerced VE, are strongly associated with post-birth trauma and even 
post-traumatic stress disorder (PTSD) (The Birth Trauma Association 2018). This 
is particularly true given both the intimate nature of VEs and the gravitas of the 
7 The word ‘woman’ is used here in recognition of the fact that this is a gendered issue. There is growing 
recognition that there is gender disparity in medical care. See, for example, Schopen (2017).
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reasons why some may wish to reject these—such as experience of sexual assault or 
previous medical or birth-related trauma (AIMS 2017).
While this is, of course, true of unconsented VEs whenever they occur, there are 
two reasons why the impact has been heightened by the pandemic. The first is that 
the negative mental health impact of experiencing an unconsented VE will likely 
have compounded at this time by the wider implications of the pandemic. For a 
range of reasons—uncertainty, changing birth plans,8 rapidly changing hospital poli-
cies, fears about the risk COVID-19 posed to their foetuses/newborns—many people 
who were pregnant or who gave birth during this period felt increased anxiety about 
this9 (Birthrights 2020). Further, the lockdown may have resulted in people finding 
negative/traumatic experiences harder to cope with and recover from because social 
support networks were extremely limited.10 Not only does this compound the imme-
diate impact of obstetric trauma; it may also prolong recovery.
The second issue is a legal one. The CAPs went beyond simply facilitating the 
ongoing issue of inadequately consented/unconsented VEs; they actively increased 
the likelihood of these being performed. This amounts to not simply a failure to pro-
tect the autonomy and dignity of the birthing people, but also a breach of the NHS’ 
human rights obligations. Under the Human Rights Act,11 the NHS is bound to act 
in a manner compatible with the European Convention on Human Rights (ECHR). 
Article 8 of the Convention provides citizens with the right to private and family 
life, and covers matters pertaining to “the physical and psychological integrity of a 
person”,12 including the requirement that “free and informed consent” is obtained 
prior to medical treatment or examination (Council of Europe 2015). Though inter-
ferences with Article 8 can be justified where these are necessary ‘for the protection 
of health’,13 it cannot be said that policies which significantly increase the likelihood 
of unconsented VEs being performed protect health, where health is (correctly) 
viewed holistically as encompassing both the mental and the physical.
Additionally, the CAPs may have effectively precluded some people from access-
ing the maternity care they desired. If someone was unwilling to consent to a VE but 
wanted to ensure their birth partner was able to be present during labour, they may 
have felt they had no option but to birth at home (Romanis and Anna 2020, 7). As 
many trusts suspended their homebirth services, this may have meant they saw no 
option but to birth without any medical attendance (Summers 2020a, b).
The CAPs have resulted in VEs gaining a ‘gatekeeping’ role, and this has com-
pounded the coercive pressure to consent to these, thereby increasing the frequency 
8 For example, many NHS trusts stopped offering homebirths and water births during the pandemic, 
and there were fears that some trusts were using the pandemic as reason to deny some people access to 
maternal-request caesarean sections.
9 I make this point in co-authored work which is currently under review elsewhere.
10 For example, for a number of months the restrictions enacted in response to the pandemic meant that 
visits from family and friends who did not live in the same household as the birthing person were prohib-
ited.
11 Human Rights Act 1998, s6.




with which VEs are performed absent valid consent. Therefore, we have a situa-
tion in which policies have been introduced which not only fail to prevent a harm-
ful practice from occurring, but which actually increase the likelihood of this prac-
tice. This is not only inherently problematic; it is also incompatible with the NHS’ 
human rights obligations under the ECHR.
It is important to reflect on why these CAPs were implemented given their 
potential to perpetuate harmful practices. Of course, the need to rapidly implement 
measures to deal with an unprecedented situation will have limited the capacity for 
review and evaluation of proposed policies. However, it seems likely that this over-
sight is rooted in something deeper than simply the need for quick action to curb 
the pandemic. It raises an important concern about the lens through which mater-
nity policies are scrutinised, with efficiency appearing to be the key aim, rather than 
the protection of the rights and well-being of the birthing person. This reflects both 
the ongoing systemic and cultural tendency to see the dignity and autonomy of the 
birthing person as of secondary importance to the birth of a healthy baby, and the 
chronic underinvestment in the maternity services.
This latter issue predates the pandemic, and has created a self-perpetuating cycle 
of poor pay, staff shortages and low morale/job satisfaction (RCM 2020b; c). Where 
units are understaffed (as they are across the board), the need for efficiency is ele-
vated, and anything which is not seen as central to the core aims of the service is 
likely to be neglected as a result. Where this underinvestment is coupled with the 
ongoing systemic failure to recognise the importance of rights-centred maternity 
care, it is easy to see how the importance of ensuring the dignity and autonomy of 
the individual birthing person gets superseded by other considerations. The impact 
of (long-term) underinvestment has also been seen elsewhere in the pandemic 
response; when homebirthing services were suspended and midwife-led units closed 
by some trusts, short-staffing was given as a key reason (Sherwood 2020; Davis 
2020). Here again, we see an illustration of the fact that though the pandemic may 
have amplified problems within the maternity service, it did not create them. Rather, 
it has served to “expose the gaps that already exist” (RCM 2020d).
It is also vital to acknowledge that the negative impact of these CAPs will not 
have been felt equally by all. Although disaggregated data regarding VEs in the 
COVID-19 context is not yet available, we know that both race and socio-economic 
circumstances can have a significant impact on the maternity care a person receives 
(MBRACE-UK 2019). Black women are five times more likely to die during preg-
nancy, birth or the post-partum period, and Asian women twice as likely (MBRACE-
UK 2019). Though the exact causes of this are yet to be fully understood (McKenzie 
2019), it is clear that these statistics are underpinned by racism ingrained within the 
hierarchical medical framework (Ekechi, in Randone 2020).
There is a great deal of testimonial evidence indicating that black people are less 
likely to be listened to or taken seriously when they raise concerns during pregnancy 
and birth (FIVEXMORE 2020). As a result, structural biases and unconscious staff 
biases have a chilling effect on the ability of these people to advocate effectively 
for themselves during pregnancy. A further consequence is that it creates a situa-
tion in which some black people refrain people from voicing their concerns at all 
(Kasprzak 2019), out of fear that this will have no impact other than to result in 
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them being inappropriately labelled as “difficult” or stereotyped into the racist trope 
of the “angry black woman” (Ashley 2014, 28).
There is also a disparity in access to information about one’s rights and choices 
during childbirth; both black people (FIVEXMORE 2019) and those from lower 
socio-economic groups are “prone to have lower awareness of… their rights and 
choices about the maternity care to which they were entitled” (Birthrights 2013, 17). 
This means that these groups are less likely to be aware that they have the right to 
refuse to consent to VE and are also more likely to be unaware that failure to respect 
their refusal is a legal wrong. Where they do attempt to seek redress, the general 
hurdles associated with holding healthcare professionals to account for performing 
unconsented VEs will be significantly heightened by the racism and unconscious 
bias ingrained within the healthcare systems.
Therefore, it is reasonable to hypothesise that the CAPs are likely to have dis-
proportionately impacted those who are from marginalised groups, and that these 
people may struggle the most to get their voices heard when raising concerns about 
the treatment they experienced.
Redress
Theoretically, those who were subject to VEs on the basis of defective consent due to 
the coercive impact of the CAPs could seek legal redress for this; something which 
individuals may find valuable in terms of seeking accountability, and for validating 
the extent of the harm done to them. In recognition of the importance of autonomy, 
the law dictates that it is “a criminal and tortious assault to perform physically inva-
sive medical treatment…without the patient’s consent”.14 Further, it is clear that this 
consent must be informed and freely given—as coerced consent is not valid consent 
(Wolf and Charles 2018).
However, the reality is that those who do seek to bring legal action—whether 
through tort or criminal law—will face a number of barriers. While, in theory, a 
claim could be brought in tort for either negligence or battery, there are a number 
of significant hurdles which would be faced by a claimant trying to bring an action 
under either of these heads. The success of both actions rests on the fact that consent 
was coerced, rather than freely given. Proving that, on the balance of probabilities, 
their consent was coerced to the extent which rendered it invalid, could prove chal-
lenging for the claimant. A further obstacle faced in both instances is that tortious 
‘harm’ is measured in relation to monetary compensation. This could be problem-
atic as the harm that occurs when an invalidly consented VE is performed is of a 
kind which would be very difficult to quantify in a manner which would allow for 
redress under tort law. The attempt to establish negligence would face a further chal-
lenge when it comes to satisfying the casual element of the tort. Proving causation in 
medical negligence cases is “notoriously” complex,15 and it is likely that a claimant 
14 Re MB [1997] 2 FLR 426 (CA) as per Butler-Sloss, LJ at [17].
15 Fairchild v Glenhaven Funeral Services Ltd [2002] UKHL 22, as per Lord Scarman at [69].
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may struggle to satisfy the court that, but for the coercion, they would not have con-
sented to a VE.
A medical professional can also be charged with battery under the criminal law 
where they “intentionally or recklessly touch the patient without consent” (Herring 
2002, 153). However, despite the fact that “there seems to be little reason to question 
the applicability of the crime of battery to unauthorised vaginal examinations dur-
ing labour”, this clear applicability “does not translate into this crime being applied 
within the maternity care context” (Pickles 2020, 138). This might, in part, be due to 
judicial reticence to reprimand doctors under the criminal law, save in circumstances 
where “the professional was acting maliciously” (Herring 2002, 153). However, it 
is important to recognise that in the case of unconsented VEs, real and significant 
harm can be caused regardless of the intentions of the medical professional and that 
medical professionals ought to be very aware that “consent is a fundamental legal 
and ethical principle” which must be respected (General Medical Council 2020, 4).
The fact that not only does the practice of performing VEs absent appropriate 
consent continue, but also that policies which actually increase the likelihood of 
these occurring are able to be implemented, demonstrates the ineffectiveness of the 
law as a tool to tackle this issue (Pickles 2020, 138). This is disempowering and 
invalidating for those who experience harm as a result of these policies and prac-
tices, and it also reflects on a broader problem of accountability that pervades the 
medical institution (Erdman 2015, 48). In the maternity setting, this issue is fur-
ther compounded both by the fact that there continues to be gendered devaluing of 
women in society (Pickles 2020, 141) and the tendency to see the birth of a ‘healthy 
baby’ as the central focus of maternity care, regardless of the way the birthing per-
son experiences that birth.
Conclusion
COVID-19 hugely impacted all aspects of medical care, and the maternity services 
were no exception. The rapid introduction of policies and practices aimed at protect-
ing staff and birthing people was understandable and laudable. However, the CAPs 
addressed in this article, in combination with the routine use of VEs to establish 
confirmed labour, did not strike an appropriate balance between public health con-
cerns and protecting the rights and autonomy of birthing people. They created a real 
risk that people would be coerced into consenting to VEs which they were not com-
fortable with, as they felt this was the only way to access both the labour ward and 
their birth partner.
The implementation of the CAPs, and the failure to appreciate the potential con-
sequences of these, also acts as a mirror to reflect some of the wider problems facing 
the maternity service, both during the pandemic and beyond. The issues pertain-
ing to VEs reflect an institutional failure to understand the significance and impor-
tance of quality, rights-centric maternity care, which in turn is both a symptom and 
a cause of the chronic underinvestment in the maternity services. Where maternity 
units are understaffed and under-resourced, the central focus becomes efficiency. 
When coupled with the societal and institutional tendency to value the outcome of 
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a ‘healthy baby’ above all else, rather than recognising that both the health of the 
baby and the protection of the holistic well-being of the birthing person are vital, 
this can result in policies and practices which undermine the autonomy and dignity 
of the birthing person. Having such policies in place both harms birthing people and 
serves to compound the problems facing the maternity service. The vast majority of 
those delivering maternity care recognise the importance of ensuring a good out-
come for both the baby and the birthing person, and having to work within a system 
which limits their ability to ensure that the care they offer achieves this undoubtedly 
contributes to low morale, which in turn may be a factor in people’s decision to 
leave the profession (RCM 2020c).
The pandemic has solidified the perception of maternity as a ‘Cinderella ser-
vice’ which is underappreciated and underfunded. However, at the same time it has 
thrown the problems caused by this underinvestment into stark relief—and people 
have taken notice. Hopefully, when the pandemic subsides, it will leave in its wake 
a higher, more visible platform from which to campaign for proper investment in the 
maternity services.
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